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Abstract
Introduction—In the U.S., afterschool programs are asked to promote moderate to vigorous 
physical activity. One policy that has considerable public health importance is California’s 
afterschool physical activity guidelines that indicate all children attending an afterschool program 
accumulate 30 minutes each day the program is operating. Few effective strategies exist for 
afterschool programs to meet this policy goal. The purpose of this study was to evaluate a 
multistep adaptive intervention designed to assist afterschool programs in meeting the 30-
minute/day moderate to vigorous physical activity policy goal.
Design—A 1-year group randomized controlled trial with baseline (spring 2013) and post-
assessment (spring 2014). Data were analyzed 2014.
Setting/participants—Twenty afterschool programs, serving >1,700 children (aged 6–12 
years), randomized to either an intervention (n=10) or control (n=10) group.
Intervention—The employed framework, Strategies To Enhance Practice, focused on intentional 
programming of physical activity opportunities in each afterschool program’s daily schedule, and 
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included professional development training to establish core physical activity competencies of 
staff and afterschool program leaders with ongoing technical assistance.
Main outcome measures—The primary outcome was accelerometry-derived proportion of 
children meeting the 30-minute/day moderate to vigorous physical activity policy.
Results—Children attending intervention afterschool programs had an OR of 2.37 (95% 
CI=1.58, 3.54) to achieve the physical activity policy at post-assessment compared to control 
afterschool programs. Sex-specific models indicated that the percentage of intervention girls and 
boys achieving the physical activity policy increased from 16.7% to 21.4% (OR=2.85, 95% 
CI=1.43, 5.68) and 34.2% to 41.6% (OR=2.26, 95% CI=1.35, 3.80), respectively. At post-
assessment, six intervention afterschool programs increased the proportion of boys achieving the 
physical activity policy to ≥45% compared to one control afterschool program, while three 
intervention afterschool programs increased the proportion of girls achieving physical activity 
policy to ≥30% compared to no control afterschool programs.
Conclusions—The Strategies To Enhance Practice intervention can make meaningful changes 
in the proportion of children meeting the moderate to vigorous physical activity policy within one 
school year. Additional efforts are required to enhance the impact of the intervention.
Introduction
Afterschool programs (ASPs)1,2 are attempting to implement national- and state-level 
polices that define the amount of physical activity (PA) children should accumulate while 
the program is operating.3 One of the most promising sets of policies is from the PA 
guidelines created by the California After School Resource Center and California 
Department of Education.4 In 2009, the California Department of Education, in conjunction 
with the California After School Resource Center, developed the California After School 
Physical Activity Guidelines, which indicate that ASPs ensure that all children engage in a 
minimum of 30 minutes of moderate to vigorous PA (MVPA) each day when the program is 
in session and that the program should schedule 60 minutes of PA opportunities daily. The 
importance of this guideline (referred hereafter as the PA policy) is reflected in the clearly 
defined programmatic (e.g., 60 minutes of scheduled PA opportunities each day) and 
behavioral (e.g., children accumulate 30 minutes of MVPA per day) goals, the latter which 
would provide at least half of the recommended daily minutes of MVPA.5
Unfortunately, the amount of MVPA children accumulate while attending an ASP falls well 
below existing standards.3,6,7 To address this, numerous intervention studies targeting PA in 
the ASP setting have been conducted in the past 10 years, with limited success.8-15 One of 
the primary barriers reported in studies is professional development training for PA. Staff 
often lack the necessary skills to create “activity-friendly” environments and are 
overwhelmed when adopting new curricula that call on them to play unfamiliar games.14-16 
Moreover, a common observation across ASP studies is a high amount of employee 
turnover, both at the program leader and frontline staff level.15-17 Thus, interventions need 
to address staff skills, must be easily incorporated into exiting routines, and should avoid 
undue complexity.
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The majority of ASPs provide some form of professional development training for their staff 
prior to the beginning of each school year.18,19 Also, many ASPs allocate ample time in 
their daily schedule for PA opportunities, yet often do not maximize the amount of time 
children are moving during these opportunities.1,7,17-21 A recent study17 found that focusing 
on training staff how to modify the games they already play with the children and working 
with ASP leaders to create daily schedules that inform staff of the types of games to play, 
the location the games should take place, the equipment required, and the staff responsible 
for facilitating, can increase MVPA. The objective of the current study was to evaluate the 
effectiveness of these PA strategies,17 embedded within a multistep adaptive intervention, to 
meet the 30 minutes of MVPA/day standard using a group RCT design.
Methods
Study Population and Design
A total of 20 ASPs operating in a southeastern state, representing 12 ASP organizations, 
were randomly selected from a pre-existing list of 533 program providers within a 1.5-hour 
drive of the lead author’s university. The list was provided by a state-level organization 
responsible for policy and resources for ASPs. For this study, ASPs were defined as child 
care programs operating immediately after the school day, every day of the school year for a 
minimum of 2 hours, serving a minimum of 30 elementary-aged (6–12 years) children; 
operating in a school, community, or faith setting; and providing a snack, homework 
assistance/completion time, enrichment (e.g., arts and crafts), and opportunities for PA.22 
Programs that were singularly focused (e.g., dance, tutoring) or PA focused (e.g., sports, 
activity clubs) were not eligible for participation. Of the 535 programs, 376 met the 
eligibility criteria—76 did not operate Monday through Friday, 53 enrolled <30 children, 
and 28 did not have sufficient information to evaluate eligibility. All enrolled children, staff, 
and ASP leaders in the ASPs were eligible to participate in the study. The only criterion 
excluding children from taking part in the PA assessment (i.e., accelerometry) was the 
inability to be physically active without an assistive device (e.g., wheelchair user, crutches). 
No other exclusion criteria were imposed on any of the study procedures. All study 
procedures were approved by the lead author’s IRB.
The design was a repeated cross-sectional group RCT with a delayed treatment group. This 
design is appropriate when outcomes are tracked at the group level (i.e., ASPs), instead of at 
the individual level (i.e., children)23,24 and is consistent with recent large-scale trials of site-
level interventions for children and adolescents.8,25,26 The 20 ASPs were randomized into 
one of two conditions: (1) intervention group; or (2) control group. Sample size at the ASP 
and child levels were based on variance estimates from published studies7,17,19,27 and the 
ability to detect an effect size ≥0.35 or a 14% difference in the primary outcome.
Randomization
Randomization to intervention or control groups was performed after baseline data 
collection, during June 2013. Programs were match paired based on enrollment size and 
average levels of MVPA minutes/day, with one ASP within a matched pair randomized to 
either the intervention or control group. To minimize contamination, ASPs within the same 
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organization were matched with ASPs from other organizations and were all randomized to 
the same condition. For instance, once an ASP from within an organization was randomized 
to the intervention group, all other ASPs from this organization were also designated to this 
group and their match pair designated to the other group. Enrollment size was selected as a 
matching variable to ensure comparable group composition on a marker of organizational 
complexity (e.g., an ASP with 30 children is less complex than an ASP serving >150 
children/day). Activity levels were identified as pertinent matching variables because they 
served as the primary outcomes of interest. Randomization and enrollment were performed 
by study staff using a random number generator.
Intervention
To achieve the 30-minute/day MVPA policy goal, as defined by the California After School 
Physical Activity Guidelines,4 the following intervention approach was developed. A 
detailed description of the design and delivery of the intervention is described elsewhere.28 
Briefly, the Strategies To Enhance Practice for Physical Activity (STEPs) conceptual 
framework involved a multistep adaptive29 approach to incorporating PA into daily routine 
practice and was informed from extensive pilot work in this setting17,30 and systems change 
theory.1 The approach begins with identifying essential ASP characteristics that represent 
fundamental building blocks, which function as necessary programmatic components to 
achieving full integration of PA promotion strategies for the eventual achievement of PA 
policies. This approach departs from traditional intervention models that are based on a 
predefined package of intervention components all provided identically to those individuals 
or settings allocated to a treatment condition.31 STEPs recognizes that each ASP is unique 
and, therefore, will require some similar and some different resources/strategies to achieve 
the PA policies (i.e., there is no “one size fits all” intervention). The approach taken in 
STEPs is one where some degree of local site-level tailoring occurs that is both responsive 
and adaptive to the characteristics of each ASP.32 This assists with the local relevance of the 
PA promotion strategies, and subsequent uptake/integration of them within daily practice. 
STEPs is designed so that any one ASP can enter anywhere along the continuum, with the 
understanding that some ASPs will enter at a lower level indicating the need for greater 
technical assistance to achieve the PA policies versus those programs that enter at a higher 
level. STEPs was informed from a systems framework for translating childhood obesity 
policies into practice in ASPs,1 the principles of community-based participatory research,33 
and adaptive interventions.29
The unique characteristics of the STEPs intervention are that it consisted of a primary focus 
on the ASP leader and worked with them to develop programmatic capacity, in the form of 
high-quality schedules that included PA opportunities every day as well as clearly 
articulating the roles and responsibilities of staff during scheduled activity opportunities. 
Additionally, the staff component of STEPs, LET US Play (i.e., removal of lines, 
elimination of elimination, reduction in team size, getting uninvolved staff and children 
involved in the games, and creatively using space, equipment, and rules), focused on skill 
development to modify the games staff are familiar with and children enjoy playing to 
maximize MVPA. This departed from prior interventions where staff were provided 
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equipment and trained to play new games or relied on ASP leaders and staff to develop their 
own strategies.8-10,12,14-16
Technical assistance for STEPs 1–4 focused on professional development training targeting 
ASP leaders, those individuals responsible for daily operations of the program, to develop 
high-quality schedules including daily offerings of PA. The workshop consisted of working 
with ASP leaders to develop a 1–2-week rotating schedule that incorporated the following 
descriptive information: time that activity occurs, indication of scheduled activity, location 
activity takes place, equipment/materials required to conduct activity, and staff responsible 
for delivering the activity. These workshops focused both on scheduling PA and non-PA 
(e.g., enrichment) activities. Consistent with the California After School Physical Activity 
Guidelines, each ASP was asked to schedule a minimum of 60 minutes/day for PA 
opportunities.4 The workshop occurred during summer 2013 and lasted approximately 3 
hours, depending on the amount of assistance required. For organizations operating two or 
more programs, a single workshop was provided for the ASP leaders at one location.
All of STEPs 1–6 occurred prior to the beginning of the school year in fall 2013. In addition, 
four booster sessions per ASP, each lasting for the entirety of a single ASP operating day 
(e.g., 3PM–6PM), occurred from September 2013 to February 2014. The booster session 
included a walkthrough of the ASP with the site leader to identify physical activity 
opportunities and LET US Play principles.17,21,28,34 Both research personnel and site leaders 
and staff convened a 20–30-minute meeting immediately after the end of the ASP to discuss 
areas that were consistent and inconsistent with meeting the PA standards. Strategies to 
address challenges were agreed upon and implemented in subsequent days.
Measures
All measurements occurred during the spring (March through April) of each year. Measures 
took place on days when the weather was conducive for outdoor activities. This was done to 
ensure that inclement days were not over-represented in one condition (e.g., control group 
had more data collection on inclement days than the intervention group). Consistent with 
previously established protocols, each ASP was visited for PA data collection on four non-
consecutive, unannounced days Monday through Thursday during each spring.6,27,35,36 
Fridays were not assessed because children typically did not have homework over the 
weekend; therefore, the schedule of the ASPs was altered in comparison to the schedule of 
activities occurring on all other weekdays. An additional 1–2 days, depending on the 
enrollment size of the ASP, were also used to collect child-level information. Child 
demographics were self-reported, and standing height and weight were measured using 
standard protocols with children wearing light clothing.37
The primary PA and sedentary behavior outcome was derived via accelerometry. All 
children attending an ASP on the days of unannounced measurement had an opportunity to 
wear the ActiGraph GT3X+ for up to 4 days. The accelerometers were distilled using 5-
second epochs to account for the intermittent and sporadic nature of children’s PA38 and to 
improve the ability to capture the transitory PA patterns of children.39,40 Upon arrival to the 
programs, children were fitted with an accelerometer and the arrival time was recorded 
(monitor time on). Research staff continuously monitored the entire ASP for compliance in 
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wearing the accelerometers. Before a child departed from a program, research staff removed 
the elastic belt and recorded the time of departure (monitor time off). Children wore the 
monitors for their entire attendance at the ASPs. This procedure was performed throughout 
the duration of the study.6,27,36 Cutpoint thresholds associated with moderate and vigorous 
activity were used to distill the PA intensity levels41 and sedentary behavior.42 Children 
were considered to have a valid day of accelerometer data if their total wear time (time off 
minus time on) was ≥60 minutes.6,27,43
Process evaluation of STEPs occurred in both intervention and control ASPs. A description 
of the items is presented in Table 1. Daily schedules were collected at each measurement 
day at baseline and post-assessment. Direct observation via the System for Observing Staff 
Promotion of Activity and Nutrition44 were made throughout the program operating hours 
where assessment of ASPs following the schedule and the types of offered PA opportunities 
were measured. The amount of training ASPs leaders and staff received and who delivered 
the trainings were assessed via interviews with ASP leaders at the end of each spring.18
Statistical Analysis
Data were analyzed in 2014. Analyses were conducted only on children with at least one 
valid accelerometer wear day at either baseline or post-intervention.6,27,43 Descriptive 
means, SDs, and percentages (for dichotomous variables) were computed separately for 
boys’ and girls’ demographic characteristics and for PA and sedentary behaviors. To 
evaluate the impact of STEPs on the standard of 30 minutes/day of MVPA (study’s primary 
outcome), the minutes all children at baseline and post-assessment spent in MVPA were 
dichotomized to represent those children who achieved (i.e., ≥30 minutes MVPA/day) and 
those that failed to achieve (i.e., <30 minutes MVPA/day) the PA policy. Random effects 
logit models, with days measured nested within children nested within ASPs, were estimated 
using the dichotomized 30 minutes of MVPA/day variable as the dependent variable. Full 
information maximum likelihood estimators were used to account for missing data at either 
baseline or post-intervention assessments. Logit models were estimated separately for girls 
and boys. The total time children attended each day was included within each model as a 
time-varying covariate, along with age (years), race (African American), and BMI age–sex 
percentile. Scheduled time for PA at baseline, change in scheduled PA time (spring 2014 
minus spring 2013 scheduled activity time), total enrollment, program location/setting 
(school [ref], faith or community center), and ASP-level average MVPA or sedentary 
minutes/day were included. Fixed effects for organization were also included in the model. 
Secondary analyses were performed on the continuous variable of minutes of MVPA and 
time spent sedentary using random effects general linear models. The modeling approach for 
the logit models was used in these analyses. Two sets of models were estimated: (1) intent-
to-treat (ITT) models using all children at baseline and post-assessment meeting the 
inclusion criteria; and (2) a cohort model using only children with a minimum of 1 day of 
valid accelerometer data at baseline and post-assessment. The matched pairs were not 
included in the analyses given the small number of pairs.45,46 All analyses were performed 
using Stata, version 13.0.
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Baseline and post-assessment characteristics of the ASPs and children are presented in Table 
2. The number of children enrolled across the ASPs and meeting the accelerometer wear 
time inclusion criteria are presented in Table 2 and detailed in Figure 1. Baseline and post-
assessment characteristics of the ASPs, and child-level demographics and activity levels are 
presented in Table 2. Unconditional model intraclass correlation coefficients at the ASP and 
child level were 0.13 and 0.46, respectively. The average number of days with valid PA data 
at baseline and post-assessment was 2.5 days, with 25% and 28%, 25% and 27%, 30% and 
28%, and 20% and 18% of the children having 1, 2, 3, and 4 days of valid PA data at 
baseline and post-assessment, respectively.
The results of the ITT and cohort models are presented in Table 3. Change in the proportion 
of children meeting the 30 minutes/day of MVPA policy for each ASP for intervention and 
control, by gender, are presented in Figure 2. Overall, the ITT indicated that the proportion 
of boys and girls achieving the 30 minutes/day of MVPA policy increased by 7.3% (95% 
CI=1.4%, 13.1%) and 6.8% (95% CI=1.6%, 12.1%), respectively, compared to boys and 
girls attending control ASPs. This translated into ORs of 2.26 (95% CI=1.35, 3.80) and 2.85 
(95% CI=1.43, 5.68) for meeting the guideline while attending the program after 1 year of 
intervention. Boys and girls attending intervention ASPs increased the minutes/day spent in 
MVPA by 4.0 (95% CI=2.2, 5.8) and 2.7 (95% CI=1.3, 4.2), respectively, compared to boys 
and girls attending control ASPs. Only boys attending intervention ASPs decreased the 
number of minutes spent sedentary by 5.1 (95% CI= –7.9, –2.4) minutes/day. Similar 
findings were observed for the cohort of boys and girls measured at both baseline and post-
assessment.
At post-assessment, six intervention ASPs increased the proportion of boys achieving the 
MVPA guideline to ≥45% compared to one control ASP, while three intervention ASPs 
increased the proportion of girls achieving MVPA guideline to ≥30% compared to no 
control ASPs (Figure 2). The median relative change (change [spring 2014 minus spring 
2013] divided by baseline) in the proportion of boys and girls achieving the MVPA 
guideline was 39.9% and 12.6% for intervention ASPs, respectively, compared to 21% and – 
9% for boys and girls attending control ASPs, respectively. At baseline, intervention ASPs 
scheduled a greater amount of time for PA (53 vs 95 minutes/day). At post-assessment, 
control ASPs increased scheduled activity opportunities by 22 minutes/day (average of 75 
minutes/day), whereas intervention ASPs decreased scheduled activity opportunities by 13.5 
minutes/day (average of 81 minutes/day).
Discussion
Across the nation, ASPs struggle to meet PA-related policy implementation goals.6,7 This 
group RCT evaluated the STEPs multistep adaptive intervention designed to increase the 
proportion of children achieving the 30 minutes/day of MVPA policy goal for ASPs. The 
intervention resulted in an overall increase of 7%–9% of children achieving the MVPA 
policy, with four ASPs in the intervention having approximately 50% of the boys and three 
ASPs having approximately 30% of girls accumulating half of their daily MVPA 
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recommendation during the program, compared to only a single ASP for boys and none of 
the ASPs for girls in the control group. These findings indicate that the evaluated 
intervention can assist ASPs in improving the PA environment in their programs, which 
leads to a substantial number of children meeting national and state PA policies.
The intervention builds upon prior studies by addressing major barriers ASPs face when 
attempting to improve children’s PA. These include insufficient staff training and an 
absence of skill development to create activity-friendly environments.8-11,15,16 The STEPs 
intervention was developed utilizing a mixture of strong theoretic elements1,28 
complimented by extensive on-the-ground experience working with ASP partners. This 
resulted in an intervention that identified foundational components of delivering a high-
quality program on a daily basis, such as creating schedules that articulate staff roles/
responsibilities and activities to play, which were augmented with skill development of staff 
to maximize PA during scheduled activity time.17 The intervention does not require staff to 
learn a large number of new, unfamiliar games, but rather instructs them to take the games 
they, and the children, already know and maximize the amount of PA children accumulate 
when playing. Prior studies have found that staff utilize a limited number of games provided 
in prepackaged curricula.14 An unpublished review of 11 existing PA curricula found that, 
on average, 240 games are provided (range, 55–600 games). This volume of games, without 
appropriate PA training, likely dampens the effectiveness of such curricula and suggests that 
future studies need to focus on skill development as much as, if not more than, introducing 
new games.
This intervention and corresponding findings are even more important given the substantial 
diversity represented in the sample of ASPs. Prior studies have focused on programs 
delivered solely within YMCA facilities or schools and enrolled small numbers of 
children.8-11,15 The programs recruited in this study were deliberately selected to represent a 
large range of ASP types, including those operating within faith settings, community 
recreation centers, and schools. The programs also ranged considerably in size based on 
enrollment (range, 30–162 children attending each day) and indoor/outdoor space, as well as 
diversity in ethnic composition with, for example, a single intervention ASP operating on a 
Native American reservation. Although all the ASPs operated within a single southeastern 
state, the diversity of ASPs improves the generalizability of the intervention effects and 
suggests that ASPs across the nation can utilize STEPs to help them work toward achieving 
PA policy goals.
It is important to note that several of the ASPs in the control condition substantially 
increased the proportion of boys, girls, or both achieving the 30 minutes of MVPA/day 
policy (Figure 1). Program observations revealed that these ASPs began allocating more 
time for PA each day compared to baseline or were facilitating activities not aligned with 
best practices, such as military-type drills (e.g., line runs); or began to facilitate activities led 
by untrained staff versus allowing children the option to be active for extended periods of 
time, which substantially decreased boys’ MVPA, yet had a beneficial effect on girls’ 
MVPA. Likewise, not all intervention ASPs beneficially changed. In intervention ASP 4, 
decreases were observed for both boys and girls. In review of daily schedules, this ASP had 
reduced its total activity opportunities from 150 minutes/day to 65 minutes/day. By contrast, 
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intervention ASPs 6 and 7 also decreased daily scheduled activity time by 35 and 45 
minutes/day, respectively; yet, this decreased opportunity resulted in some of the largest 
increases in boys and girls meeting the 30 minutes of MVPA/day policy goal. These 
findings suggest that the reduced time for activity opportunities was offset by the 
intervention, with staff maximizing child PA during scheduled activity time—one of the 
primary components of the STEPs intervention.
Based on the process data, STEPs was effective at assisting some of the intervention ASPs 
develop schedules, follow those schedules, and program more girls-only opportunities 
(Table 1). The limited changes observed in the intervention ASPs related to scheduling were 
due to changes in the number of enrolled children and subsequent structure of the program 
mid-year or schedule disruption because of events outside the ASP leader’s control (e.g., 
school concerts, construction). Changes were also observed in the control ASPs on these 
same process indicators. However, these self-initiated changes by the control ASPs were 
less effective at increasing PA compared to the intervention ASPs. This is likely because of 
the lack of training on creating activity-friendly environments received by the control ASPs 
and, of those that did receive training, the lack of quality.
There are a number of strengths of the current study. First, this study represents one of the 
largest studies conducted to date in terms of the number of ASPs and children evaluated via 
accelerometry. Secondly, the group RCT, diverse ASPs, baseline equivalence on primary 
outcome (30 minutes of MVPA) and enrollment size, as well as the majority of other 
demographic characteristics support the casual inferences corresponding to the 
intervention’s impact on MVPA. It is recognized that baseline differences between 
intervention and control ASPs in total time in attendance, proportion of African Americans, 
and BMI status existed. Prior studies6,7 have indicated that African American children are 
more likely to meet existing policy guidelines for MVPA and that BMI status is not 
associated with achieving an MVPA policy recommendation. These were covaried in the 
analyses to mitigate their influence in the statistical models. Additionally, total daily activity 
was not collected; therefore, it is unclear if these changes influenced (either upwardly or 
downwardly) the amount of activity children accumulated outside of the ASPs. Previous 
studies investigating this, however, have not found that children compensate (i.e., reduce) 
their activity across other settings when exposed to an intervention.47,48 Nevertheless, future 
studies should attempt to collect total daily PA to evaluate the contribution of ASP MVPA 
to total daily MVPA. Finally, none of the ASPs were able to fully meet the 30-minute/day 
MVPA goal—100% (i.e., all) of children meeting. For obvious reasons,7,17 this is not a 
realistic goal but presents a target all ASPs should strive toward. A goal of one of two 
children meeting the policy benchmark would seem more realistic; however, only a few of 
the ASPs in this study approached this goal.
Conclusions
The results of this group RCT suggest that the STEPs approach can assist ASPs toward 
meeting PA policy goals. However, work is required to identify additional ways to increase 
the amount of MVPA children attending ASPs accumulate, with a concerted focus on the 
identification of effective strategies to use with girls.
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Participant flow chart for recruitment, data collection, and analyses.
Beets et al. Page 13














Change in the proportion of girls and boys for each afterschool program from baseline 
(spring 2013) to 1 year post-assessment (spring 2014). Note: The figure illustrates the 
proportion of girls and boys meeting the 30min MVPA/day Policy at baseline and post-
assessment. Several programs, both in the intervention and control groups, decrease the 
proportion of girls or boys meeting the policy goal. The size of the circles corresponds with 
the number of girls or boys measured in the afterschool program.
Beets et al. Page 14

























Beets et al. Page 15
Table 1










1 Schedule of daily programming
 None 3 1 1 0
 Limited detail
 (Defines time of occurrence with broad label for activity, no other
 details provided)
7 8 9 10
 Detailed
 (Clearly defines type of activity [snack, homework, enrichment,
 physical activity], location of occurrence, staff roles/responsibilities,
 necessary supplies, materials, equipment)
0 1 0 0
2 Following schedule of daily programming 
a
 None of the days 4 0 3 2
 Some of the days 6 8 7 7
 Everyday 0 2 0 1
3 Physical activity scheduled
 None of the days 0 0 0 0
 Some of the days 1 0 2 0
 Everyday 9 10 8 10
4 Allocated time for physical activity
 ≥60 minutes of physical activity scheduled 7 9 4 5
5 Types of physical activity scheduled
 Girls only 2 6 4 5
 (Specific games/activities scheduled for girls - can include gender-specific
 activities like dance and/or girl version of game - soccer for
 girls)
 Organized physical activity
 (Specific games/activities scheduled and led by adult) 8 9 7 9
 Free play physical activity
 (Children released to play ground, no structured, adult-facilitated
 games taking place, some children active, some not. Recommend
 free-play along with organized)
10 10 9 10
6 Quantity of staff physical activity-related training
 Received no training related to physical activity skills 4 0 6 8
 Less than 1 hour per year related to physical activity skills 0 0 0 0
 1-4 hours per year related to physical activity skills 6 10 4 2
 More than 4 hours per year related to physical activity skills 0 0 0 0
7 Quality of staff physical activity-related training
 (of those programs that delivered physical activity training)
 Training delivered by non-certified personnel at your program
 (Afterschool leader or staff without physical activity or health
 promotion certification)
2 0 0 2























 Training delivered by qualified professional
 (Physical educator, health promotion specialist, degree/certificate in
 health education field)
4 10 4 0
a
If had no schedule coded as not following schedule
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